The BC Medication Management Project (BCMMP) was developed by the BC Ministry of Health and the BC Pharmacy Association. This pilot project ran from September 2010 to January 2012. Pharmacists reviewed patients' medication histories, discussed best use of medications, provided education and monitored for adverse effects, developed a plan to deal with medication issues and created a best possible medication history.
Background
Transforming pharmacists' practice from a role traditionally focused on drug product dispensing ("product focused") towards a role in "patient-focused" health care has been a preoccupation of the profession over the past few decades. 1 In Canada, pharmacists have obtained the rights to expand their scope of practice in numerous jurisdictions; in British Columbia (BC), pharmacists are currently being reimbursed for providing prescription adaptations (renewing a prescription; changing the dose, formulation or instructions of a prescription; or therapeutic substitution), immunizations and medication reviews (producing a best possible medication history and identifying and resolving drug therapy problems). However, the current practice environment still does not have the capability of pharmacy access to laboratory values or other electronic medical records. The BC Medication Management Project (BCMMP) was a pilot project of a comprehensive pharmacy
We undertook the evaluation of the BC Medication Management Project so that medication management programs throughout Canada can benefit from the lessons learned in British Columbia. Ideally, the findings from this evaluation will inform development of new programs and contribute to providing improved pharmaceutical services to patients while meeting the needs of other stakeholders.
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Original research service to further promote the safe and effective use of medications, increase patient ownership of their health and help patients achieve targeted medication therapy outcomes through consultations with a pharmacist. All BC residents taking at least 1 medication were eligible to receive this service. As part of the BCMMP, pharmacists were to review patients' medication history, discuss how best to use their medications, discuss any adverse effects, develop a plan to deal with medication management (MM) issues and create a best possible medication history. The project was targeted towards community-based pharmacies and included 243 pharmacists at 111 pharmacies across BC. 2 Participating pharmacists were provided online training sessions and were assigned a pharmacy project leader (PPL), who provided mentoring and support; PPLs were selected from the original 30 pharmacists to join the BCMMP. Participating pharmacies were paid a monthly fee of $650 and between $60 and $95 per patient (depending on the complexity of the case), with a maximum of 1 payment per patient every 6 months. Each participating pharmacist was required to meet in person with at least 1 physician to tell them about the project. Pharmacists were also required to enter documentation about each patient encounter into Assurance, the software system used to document patients' encounters and facilitate remuneration within the program. This pilot project ran from September 2010 to January 2012, during which 10,845 patients received MM services in 26,486 instances. 2 The objective of this study was to evaluate the perceptions of pharmacists, patients and physicians about the BCMMP.
Methods
Focus groups and interviews were conducted with 6 stakeholder groups, as well as controls (i.e., same stakeholder type but did not participate in the BCMMP) where appropriate. Given that pharmacy owners and pharmacists selfselected to participate in the BCMMP, there may have been a pro-BCMMP bias among these individuals. Consequently, controls were included to ensure that pharmacists and pharmacy owners who may not have supported the BCMMP had an opportunity to express their opinions of the project. Physician controls were included because this provided insight into how the BCMMP is perceived among the majority of physicians in the province who did not have any firsthand experience with the project yet who could have patients receiving these services in the future, be asked to refer patients and be expected to collaborate with pharmacists around these services. A description of each stakeholder group and recruitment methods are provided in Appendix 1.
1. BCMMP and control pharmacists 2. BCMMP and control pharmacy owners 3. Pharmacy project leaders 4. Pharmacy leaders (i.e., pharmacists in professional associations, government and academia regarded as key opinion leaders) 5. BCMMP patients (younger and older than 65 years) 6. BCMMP and control physicians Note that participating pharmacists is used throughout to refer collectively to BCMMP pharmacists and PPLs.
Discussions were led by an experienced qualitative researcher. The semistructured discussions addressed how different stakeholders experienced benefits or drawbacks as a consequence of participating in the project, training, competency/qualification of pharmacists to provide MM, collaboration and communication with physicians, impact on workload, and resources available for participating (a sample focus group guide is provided in Appendix 2). Interviews
KNOWLEDGE INTO PRACTICE
• In Canada, few qualitative evaluations have been conducted to determine the perspectives of key stakeholder groups in pharmacistprovided medication management for patients. Our study provides insight into the experiences of patients, pharmacists and physicians. • Patients most valued the education received as part of medication management provided by pharmacists, as afterwards they felt less confused about their medications, more informed and reassured about the correct use of medications. • Pharmacists can increase efficiency of providing medication management to those patients who may need it most by screening for individuals with multiple disease states, taking multiple medications, those with adherence issues or identifiable symptoms related to their medications. • Pharmacists and physicians may achieve the optimal outcome by collaborating to provide medication management, for example, by setting up a referral system and sharing patient information.
were conducted by telephone, and focus groups were conducted in person. Discussions were audio-recorded and transcribed. Codes were developed to categorize responses around common themes/issues. The theme codes (overarching issues) were created based on the interview/ focus group questions, and the subtheme codes (specific points that fit within an overarching theme) were created from the content of the discussions. Three assistants coded the transcripts in QSR Nvivo 9, and all coding was reviewed by a senior researcher (NH). Themes were compared within and across stakeholder type and descriptively analyzed. All participants were offered financial compensation for their participation in the evaluation (1 participant refused to accept financial compensation; all other participants were paid for their participation). Ethics approval was received from the University of British Columbia's Behavioural Research Ethics Board.
Results
Eighty-eight people, of 391 invited, participated in the focus groups and interviews (Table 1 ; see additional detail in Appendix 1). Detailed demographic information about participants is provided in Tables 2 and 3. An overview of stakeholder perspectives on different aspects of Original research the BCMMP is described below. Quotes are verbatim except where modifications were needed to provided context or clarity; these changes are indicated with [ ]. There were no substantive differences in comments made by participants versus controls on any of the themes described below; consequently, the results do not differentiate responses along this dimension.
Benefits of the BCMMP Benefits to patients: Participants from all stakeholder groups saw patients as being more informed about their medications as a consequence of receiving MM. Pharmacists described identifying patients during their MM interview who did not know that they were supposed to continue using their medications, were taking too many medications or had been taking incorrect doses:
The patient on insulin who's escalated by one unit per day from 10 to 11 to 21 to 31 to 41. When I called her, I wondered why she was passing out all day long with hypoglycemia. So instead of going 10, 11, 12, increasing the dose, she was increasing by 10 units. Pharmacists (BCMMP and PPLs) and patients perceived that patients also benefited from having a holistic review of their medications. These stakeholders felt that during visits to physicians, only the medications relevant to the medical issue being addressed at that visit were reviewed by the physician and that an integrative review of the patients' medication profile was lacking. This was especially relevant when the patient was receiving prescriptions from multiple physicians:
Our patients have medication from 3, 4 different sources. They had it from HIV doctors, they had it from the psych doctors, specialists and they have the family doctor, and although we had a very good group of doctors looking into everything, they had 3, 4 different sources of medication. The GP [general practitioner] didn't have the time to look into all of them. (BCMMP pharmacist)
Pharmacists and patients described patients benefiting from recommendations about how to use their medications to increase effectiveness and/or reduce side effects (e.g., time of day, with food). Patients also liked that the pharmacists reviewed their over-the-counter (OTC) medications, which are not typically reviewed by physicians.
Patients and pharmacists felt that MM strengthened their relationship. A pharmacist explained that when patients are comfortable talking to their pharmacist, they are more likely to raise issues or ask questions about general health issues.
Benefits to pharmacists: Pharmacists and pharmacy owners perceived that pharmacists felt more professionally fulfilled from providing MM by using their knowledge and training in a way that was intellectually challenging and provided financial compensation that reflected the service they provided.
Benefits to pharmacies: Pharmacy owners and pharmacy leaders identified pharmacies as benefiting from increased patient loyalty as a consequence of patients receiving a valued service from, and forming relationships with, their pharmacist. This would financially benefit the pharmacies because patients would continue to fill prescriptions at the pharmacy but also because the patients would likely make additional purchases while in the store.
Some pharmacies benefited financially directly from the remuneration for providing MM, and the remuneration for MM was seen by some to compensate for time that is spent discussing nonprescription medications with patients (for which there is no dispensing Original research or professional fee). For example, a pharmacy with a large HIV patient base spent significant amounts of unremunerated time recommending and advising on the use of dimenhydrinate and loperamide for coping with adverse effects; with the BCMMP, these discussions took place during an MM session for which there was professional remuneration. Benefits to physicians: Pharmacists and pharmacy owners explained that physicians' receipt of information about the medications used by their patients, including information on OTC medications and interactions, benefited the physicians because it gave them information that could be used in managing their patients' health. This was perceived as particularly useful when pharmacists provided MM to patients before their first visit to a new physician so the physician had access to the medication information at the initial patient encounter. Physicians agreed that it was beneficial to receive information from the pharmacist, particularly patients' updated medication lists. Physicians also felt that MM is an important service that should be provided by the physicians; however, since they do not always have time to fulfill this service, it is good that the pharmacists can provide it instead.
Drawbacks of the BCMMP Drawbacks for patients:
Pharmacists were concerned that patients might not benefit from receiving MM because they lacked medication issues sufficiently complex to warrant the time and depth of discussion required of this service (which relates to the challenge of recruiting appropriate patients and the amount of information that pharmacists were required to gather on each patient). While the services were not seen as harmful, they could be a waste of pharmacists' and patients' time.
Pharmacists, pharmacy leaders and GPs were concerned that patient-physician relationships might be jeopardized if the patient lost trust in his or her physician because the pharmacist made recommendations that differed from the physician, if the patient felt that the physician was not meeting his or her needs if the pharmacists' recommendations were rejected, or if the physician resented the patient for getting advice from the pharmacist.
To a lesser extent, pharmacists and physicians thought that patients might have increased confusion about their medications if they were given different information by the pharmacist than they received from their physician or if they were given too much information.
Patients did not identify any drawbacks to receiving MM.
Drawbacks for pharmacists: Pharmacists and pharmacy owners were most concerned about the time it took to provide MM because of the intensive documentation required for each patient; this made providing the service highly challenging both in terms of the time taken away from filling prescriptions and the rate of compensation. BCMMP pharmacists and GPs also felt that a significant drawback to pharmacists providing this service was the lack of patient information available to pharmacists. There was much concern about how informed recommendations could be made without laboratory test results, information about the patients' diagnosis and targets and medication history, since patients were not seen as a reliable source of this information.
Because one thing that I found is, especially with the elderly population . . . -say they have congestive heart failure. That person might just say, "I have high blood pressure. " A lot of times they don't know the exact disease state. . . . Or, you know, I would suggest this medication. But what you don't know is the patient has been coming to your pharmacy for 2 years. You can only see recent medication or what's on the PharmaNet. But maybe this patient has tried all the other medications in the book. This is the only one that she tolerates well and does a decent job of controlling her problem. (BCMMP pharmacist) Drawbacks for pharmacies: Pharmacy owners, pharmacy leaders and PPLs did not think that providing the service was financially feasible or sustainable because the remuneration either did not cover the pharmacists' time providing the service (largely because of the demands of documentation) or because remuneration only covered the pharmacists' time but did not generate any additional revenue.
Drawbacks for physicians: Physicians were primarily concerned about the impact on their time and their lack of compensation for their time. Physicians described their uncompensated time for reviewing and responding to faxes from ORIgINALRESEARCH the pharmacists and the demands of dealing with issues uncovered by the pharmacist that the physician did not deem important. An undercurrent across physicians was that the BCMMP was insulting to physicians because it implied that pharmacists could better manage their patients' medications with limited patient information and time together than the physician who has an ongoing and in-depth relationship with the patient. Physicians felt that pharmacists were being valued more than physicians, as reflected by the remuneration model for MM, which exceeded the current remuneration for a physician patient visit.
Selection and recruitment of patients
Challenges associated with patient selection arose from the high degree of discretion left to pharmacists around the patients to whom services should be offered, because pharmacists found it difficult to determine which patients would benefit most from services prior to interviewing them. Some pharmacists targeted patients with multiple disease states or taking multiple medications, while other pharmacists tried to focus on patients with adherence issues or identifiable symptoms related to their medications. Others said they recruited anyone who was interested in receiving the service or anyone with whom they already had a relationship. Some pharmacies felt they needed to cast a wide net because interest in the project was low. Most physicians wanted the service to be by referral only.
Computer system (Assurance)
Pharmacists, PPLs, pharmacy owners and pharmacy leaders were displeased with the computer system (Assurance) used for documenting BCMMP activities. The system was not integrated into existing pharmacy databases and consequently created significant inefficiencies by requiring double-entry of data. Participants consistently described the Assurance system as a barrier to doing documentation and low recruiters* cited the system as a key reason for their low recruitment:
So it got to be, like, okay, I'm more than happy to be with the patients and work with the patients, but the documentation and getting the system connected to Assurance and having the uploads and all that, it just didn't work. And I ended up having to reenter my patients, my reports, 4 times. So by the fifth time, can you do it one more time? I said, "No, I can't. " You know, what, now you're asking me to spend-I've now spent an hour on the patient, another 15 minutes follow-up with them at least and then I've done at least 4 hours' worth of computer time for one patient. I'm, like, this is just not-I'm not doing it again. (BCMMP pharmacist)
Pharmacists reported that there were times that they provided MM but did not document the activity because it took too long. There were also complaints about the completeness of the databases within Assurance; for example, pharmacists reported the formulary was missing medications:
In the early days what happened with Assurance was that nothing was in there. The drugs were not in there. There was a very minimal number of drugs, and then the sigs [label directions] were not in there, the doctors were not in there. So they were *Low-recruiting BCMMP pharmacists are those in the bottom one-third of pharmacists with respect to the number of patients recruited. Overall, Assurance was a source of substantial frustration for participants and, if left unchanged, would be a barrier to future participation.
MISE EN PRATIQUE DES CONNAISSANCES

Receptiveness of physicians
Generally, pharmacists, owners and pharmacy leaders felt that physicians were more receptive to the project when the service was provided by a pharmacist with whom they already had a relationship:
Again in our area, our doctors know us quite well, you know, and mostly on a firstname basis, so they do take your opinions seriously and they respect them. (BCMMP pharmacist)
Pharmacists and owners felt that many physicians had a negative attitude about the BCMMP. Pharmacists perceived physicians as not seeing a need for the service and feeling defensive and adversarial towards the pharmacists, a perception that was consistent with the views expressed by the physicians:
The doctor didn't really see the point. She felt that what this program was intended to do, they were already doing. It was duplication of services, and in this time of fiscal restraint, she just didn't think that this was going to be a beneficial program. (BCMMP pharmacist)
The pharmacists perceived the physicians as feeling criticized when the pharmacist made suggestions for modifying prescriptions and territorial (as if the pharmacists were infringing on the physicians' territory by participating in clinical decision making). Consequently, pharmacists described the need to approach physicians carefully and to word communications such that the recommendations would not be seen as criticisms.
Contributing to the poor reception by physicians was the common perception that the skills of community pharmacists are highly variable and that many are unqualified to provide the service: A minority of physicians perceived community pharmacists as trustworthy and highly skilled, and they felt comfortable with them providing the service to their patients.
I think [pharmacists] do have the skills, and I think patients trust their pharmacists . . . I think they have the expertise. (Physician)
Pharmacists and pharmacy owners characterized more of their physician interactions as negatively received than positively received, and most GPs viewed the BCMMP unfavourably in its current form, although many would embrace the service with modifications, such as making it referral based. Many favoured having the service provided by pharmacists but housed in doctors' offices or clinics.
Fee structure
Pharmacists, owners and pharmacy leaders who viewed the fee structure favourably agreed that the amount being paid to pharmacists for providing MM would be fine if there was less documentation. The primary complaint about the fee structure was that it was too low given the amount of time that pharmacists were spending per patient, including the documentation. Because such a long time was spent per patient, pharmacy owners reported losing money by participating in the BCMMP.
Physicians generally thought the fee paid to pharmacists in the BCMMP was too high, citing that pharmacists were paid more for an MM session than the GPs were paid for a patient visit. Many also felt that the dispensing should already include some MM, and consequently pharmacists ORIgINALRESEARCH were being paid twice for providing the same service. A common comment by GPs was that they should be paid a fee for reviewing the documents sent to them by the pharmacists and following up with patient concerns that arise in response to discussions with their pharmacists.
Most patients felt that the remuneration to pharmacists seemed reasonable, although several suggested that the amount paid should be based on the amount of time spent providing the service.
Discussion
Our study provides qualitative data on patient, pharmacist and physician perspectives for MM. Specifically, patients were very receptive to receiving this service from pharmacists, and many reported significant improvements to their health or important interventions that pharmacists had made in their care. Pharmacists generally supported the provision of this service, citing improvements in patient health and safety through interventions and enhancement of their professional role. Some concerns expressed by pharmacists included the level of remuneration, the amount of documentation involved and the limitations associated with the Assurance computer system. Physicians appeared to be somewhat resistant to pharmacists providing MM and were more supportive if patients were provided service based on a referral mechanism. In addition, physicians wanted to be remunerated to read and respond to queries generated through pharmacist-initiated MM.
Pharmacist scope of practice in Canada is changing at an unprecedented rate. Nearly all provinces and territories have approved legislation and policies that have altered the way in which pharmacy is being practised. MM is at the forefront of these changes, so it is important to understand the perspectives of all the players as this set of activities is being embraced by the profession.
Very few articles have evaluated the impact of MM from the perspectives of the various stakeholders. A Canadian study by Riley 3 examined the economic, clinical and patient satisfaction perspectives of providing medication reviews. From a total of 336 patients evaluated, 50 were selected randomly to assess their satisfaction using 5-point Likert scales. Patients were very satisfied (all with a score of 5) with the pharmacist's ideas and suggestions about medication use and the length of time spent with a pharmacist.
Another study from the United States evaluated the perception of patients on MM services. 4 The authors distributed 250 surveys to patients who attended at least 1 of the 4 community pharmacies that participated in the study. Of the distributed surveys, 81 (32%) were successfully completed. Some of the findings of this survey included that 60% of respondents had not heard of MM services, 80% had not had a medication review, 70% thought that MM services to improve medication use and overall health were important and 50% indicated that they would like to learn more about MM.
A few studies have examined physician perspectives of MM. A Canadian study by Pojskic et al. 5 examined the identified pros and cons from the physicians' perspectives on collaborating with pharmacists around medication review services. The most important advantage identified by physicians in collaborating with community pharmacists was the generation of an accurate patient medication list. Pharmacists' lack of patient information (results of laboratory tests and diagnoses) was identified as being the most important disadvantage.
Another US study aimed to identify physician perceptions of community pharmacist-provided MM. 6 The authors used a qualitative approach to assess perceptions. Results of the focus groups included that physicians valued the provision of a complete medication list through MM services but felt that physicians were better MM providers than pharmacists. Other concerns identified were lack of physician reimbursement for pharmacist-initiated MM, the need for familiarity and communication between the physicians and pharmacists and the clinical training of pharmacists.
Previous evaluations of MM services identified similar findings to the ones that we documented. Patients were highly satisfied with MM activities and appreciated the time that pharmacists spent with them. Physicians generally had concerns regarding their remuneration, the remuneration of pharmacists and the nature of the relationship with pharmacists. Interestingly, the definition employed from US-based studies of MM was close to that used in the BCMMP. For example, MM was described as a "comprehensive medication therapy review, personal medication record, medication-related action plan, intervention and/or referral documentation, and
Original research collaboration with the patient's physician to follow up and address all medication-related needs of the patient." 7 It is not unexpected that we found similar findings, given the similar model of service provision.
MM services provided by pharmacists in Canada have been defined in various ways. For example, the Blueprint for Pharmacy in Canada 2014 defines MM as "all professional activities that a pharmacist undertakes, as the medication experts, to optimize safe and effective drug therapy outcomes for patients. It includes both prescription adaptation and injection administration." 8 This definition is clearly wider than the one employed in the BCMMP and the definition above. As such, it is possible that findings across different types of MM might be different.
There are other limitations to this study. As is consistent with qualitative research and the nonrandom recruitment method, the results are not generalizable. There were no controls for the patients that could either negatively or positively bias the findings because patients who may have been uninterested in participating were not included. The data were collected after the introduction of the medication review program in British Columbia. A basic medication review involves pharmacists meeting with their patient and preparing a best possible medication history, with the purpose of improving the patient's understanding of their medications. 9 During focus groups, there was some confusion among control pharmacists as to which program was being discussed. To address the latter issue, participants were reminded throughout the focus groups/interviews about which program was being discussed, and participants were corrected if they began speaking about the other program.
The BCMMP pilot project was successful in many ways. Pharmacists were enthusiastic about providing clinical services and felt professionally challenged and satisfied. Patients were very pleased with the services received and felt more knowledgeable about their medications and how to use them effectively. The project faced challenges, the most serious of which pertained to the Assurance system and the heavy burden of documentation that pharmacists found frustrating, time-consuming and a barrier to providing and/ or documenting services. For many pharmacies, the BCMMP was not financially sustainable, largely as a consequence of the time spent per patient. Other challenges included physicians' cool reception to the project. However, there did seem to be the potential for support and collaboration with physicians if modifications are made to the BCMMP, such as paying physicians for their involvement and promoting physician referrals of patients. The strong sentiments of goodwill about the BCMMP and the interest of pharmacists in providing the service set the stage for a successful program if the needed adjustments are made to resolve the identified challenges. ■
BOX 1 Recommendations
Modify the software system: Use a system that is compatible with existing pharmacy databases, is user-friendly and has a complete data set of Canadian drugs.
Simplify documentation:
The data documented for each patient should be reduced to the minimum data that are absolutely necessary for ongoing provision of services and monitoring of patient care.
Establish a screening process for patient recruitment: To better identify patients who will benefit from medication management, implement a screening process that would pay pharmacists a minimal fee for a brief conversation with patients to ascertain if a full medication management session would be beneficial.
Promote GP referrals: GPs should be encouraged to refer patients who could most benefit from medication management. This will require outreach to GPs and education about the value for patients in receiving medication management, as well as how the service provided by pharmacists differs from what GPs typically provide during a patient visit.
Provide a fee for GP involvement in the BCMMP: The BCMMP requires collaboration between pharmacists and GPs, and GPs should be financially compensated for the time they spend engaged in BCMMP-related activities.
Build pharmacist-GP relationships:
In order for pharmacists and GPs to successfully collaborate, they need to establish relationships built on familiarity and trust. This will require a culture shift in which community pharmacists have a clinical focus that involves sharing useful information with GPs about drugs and prescribing to establish their credibility and provide opportunities for interaction from which relationships can form. This culture already exists in hospital settings, and consideration should be given to how it can be replicated within a community context.
Increase marketing of the BCMMP:
Patient and physician awareness of the BCMMP needs to be increased to let people know what it is and, most important, the value added from using the service.
